SPE-C-23-0-045 Yy

— & w

APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshi,ka

HErgE! §q HAEEa WEY (TaTE FE ) f dat
O 0t/-% 77 ::I:MH':“
APPLICATION Mo APPLICATION DATE o
swrawm (/o7 9/ a0 i il
g _ AGE-YEARS 5T9-71 | sgx fim
N A C NOSY S a2 E ,;
FATHER'S/EPDUBE S NAME :
PRESENT RESIDENCE ADDRESS o

PASTE PHOTO HERE

FPHEOP  portop

PERMANENT RESIDENCE ADDRESS - Ty ey v

Nosal7 (cood)

e 4 OONVE

DCCUPATION -

i ey (Reifien) | UNMARFIED (Sative)

{ S T B W WA e W

Cunm g o W o oee

WA ame Mol e
TOTAL ANNUAL INCOME d” 08,8270, {Attach Prool of kncorns]
w2 i = d { Frarzi Qex reoiirrt ) (3 = e wwH) A A
ean Mo mel g Esa A L)
'ARE YOU AN INCOME TAX ASSESSEE {Tick whichever is applicable): Yes | No
i 5 S W am £ (S W= W an w W e e o
FAMILY DETAILS gitan faam
1. No Name of Family Membor Age [Years) Gendar Ratation with Applicant
ikl nftaw & weed W Am =3 () fem WATs & W T
L7 Ay Pl wrS At WML_
Vi = 3 PN T /0 i 4 T
7 rTey/a i Fiv 4 G2
Erg{f St [ - .5@ =y a7
AT x| ! :

. Tzeas. o E”—@@Iw

| &= ) s LYol a4 Fara s ) Hr=r=)

(22 icic X o3 M (M ,[?a_

(e ] DU BT 25 /s (a2 (A5

HASIS for REQUESTING ABSISTANCE (Tick whichuwar Is sppilicabin)
wppen 2 il Pl amm
BPL Card EWS Certificate Ratien Card Any Other
(Attach Card Copy) (Attach Certificate Copy) (Attach Copy) BestaiProol
T % A wE A == 7w ™ T ™ T W oo jostes

{ymm g o = wfE s s

“PLRPOSE" for REQUESTING ABSISTANCE:
wyrm #7 fet o e oW oagera

5r. Mo,
¥W e

Medlcnl Reports/Proncriplions Attachad

sEmevEe # i w1 e i A

i TG,

(BRI (yZ s ilr

_;xrwxﬁv =

L2 - JPhilFf (72

o Jo D7 )

-
NP7 — L -
7

21 fetr A LATSTA

ASSISTANCE BEING AVAILED for SAME “PURPOSE" Irom OTHER SOURCES
Vi T ¥ T W wew e e v R o e

&r. No.
i

NAME of OTHEH SOURCE
5= T W TM

AROUNT of ASSISTANCE BEING AVAILED

= W werwm




- .

A

BECLARATION by APPLICANT. s g wimem| wi:

tlIheruh-,lmllnaMmiﬁ:ukinﬂ'h%mehﬂubuﬂMwnmmga-.m?hmmm:mﬂmmmuanﬂnmumlmjmr_
lintie lor rejection‘cancollanon

2) | sslamnly confirm thal assistance, I received from Koshika Foundatian, will be used oty for the "purpose”, ou si=iod i this Fom, for winch sech pssisiance

wias requestod by mo.

3} | huraty confirm that | kave nol & will not in fulure, sl of sembursmant. in part of it full, from any other sourcelomgloyerfinturante comipsny. of the amoun

fair which [his peaisioncs i regueshed

i} ﬁn‘rmmiﬁ:mmﬂRﬁ*F’tuﬂrhniﬁmﬂimmﬁﬂh*ﬁhﬂmmwniﬂﬂmfm&ﬁwmh

1) 8 g @ we ofn * e ey, E H o 0f §, o v vl wtee g fed o o, o0 v owe o

1y A it wn s Bom nma g o e @ d 8, TR ofn W e e e e s Pl el & 3 fea € iy s 9 S m

AGHEEMENT by APPLICANT ( 3ies g %107

%) By affning my signalute or thumb impression on this Form, | {Agplicant) heraby sgtes & autholise ¥oshika Foundation and II's Trusiess to
usw/publishiput-upireproduce imy name, address, pholo & detalls of the "purpose”, for which such assistance is mquestadigraniad. through any
maditm, iscluding but nol fmiled to virbal, print, slectronic, for soliciting donations for Koshika Foundation andior dissaminaling infarmation aboul it's
aclivitiesipchisvements. Such use of my phila & detills can ba made by Koshika Foundalion belore o aller my beatmen| or Tilfitment of the “purpose”
for which assistance is belng requested.

21 | (Applicant] further agree Ihat any such use of my nami, address, photo & dataiin of ihe *purpore’, for which such pssialance is requastedigrantad,
wil ol Butamaticaly antitle ma for Teceiving or confinuing Ihe said assistance. The decision for granting andior confinuing the assistance will rest solely
aith the Tresteos of Koshiks Foundation, and thiir declsion ks this regard will be final and scceptable to me.

|} ¥e i T e S ol e we, ¥ (swhow) sl sl W ogfe s o e vt el s il st sfeey e o fe o
m, i s o T g w4 st ¥, @ w0, o1, o gt et @ ol ffed a6r vfeed W el Bl o e s

i vt A e aefvmn &) %t v W fewr oy ¥ W W o d e ¥ fe Wi i s st

1) A (sviee) tooww A see § P du wm, oA sh fear o e e & scord @ et B o e e W e S8 s ey f

*witere ™ v s i ) fefn ol al e v

APPLICANT'S SIGNATURE OR LEFT THUMB INP :
s W pEERr W pE W e 4
1 &

Q:/

AGREEMENT by HOSPITAL ([wwwmm & o)

By a'fining hereunder, signature of our Authorised Signatory for recommanding this case/pationt lor financial assisiance from Koshika Fauncation. we
(Hespital) harety affirm & accepl following:

#) that wis nislther are pravsently nor will in future avail of financial asslutance from snother NGO or any ather source, fof the sama patiéniicase. as we sre
requesting to got from Koshika Foundation, 1o the extont that such assislance ls gmntod by Koshika Foundation, If Ihe requasied assigtance ® not grantnd
I:qrHmhlhaFwndium.mpurlmhiluﬂ.mmmlWmﬂlwwmuhwmmﬂmmuﬁﬂmmrwwmumn.T?nlu
confirmalion sssentially states thal the Hospital will not avell any duplicate assistance for the sarre patieni/case om any othar NGO or any ojher source
2) The assistance from Koshika Foundation is only finantial in rafute, The chaice of the treaimeni/procedure advisad/conducted by the Hospilal en the
putient, [s based on the rrangement betweaen the potient & tha Hospital. and ia In no way influsnced by Koshika Foundation. Hence, iha Haspital will
assumae agie & complets renponability of ihe trentment & Il's outcome & satety of the paliant, snd Koshika Foundalion will hirve no frle or responsiblling
b thee madler,

Fut aefirg, pRmd ®) i @ wedd wh @ wifw st # i e v fowfor 0w 8, fet e () Fre w8 =0 s b
”mﬁa#mnhuﬂuhiﬁﬁnmMﬂﬁrnmnmumﬂuﬂm&&mﬂﬂﬁwﬂﬂ!.iﬂhm'mmm'
1 Trwin i 7w % waw § * it WA oo wee B e b i st o o T wimaee i o W e e @ s
Fadl s A vt weg m el o WS ® FEe A ow afaer e o b e F we ww ww b e s Rt s e ot g R
it ma wiven w fe s e WOl v

2 “uitew wrses® 2 o of wow e Sl ol @ b TR @ e oo @ o s Pl ot seevsiEm W g o v

% i w frmw b ol “wre gt oo el g w w gon o bl e R 8w g sl s ord o al Pl o o e

& Wl sl st o wH gfe m Pl woaee o o oed

RECOMMENDED FOR ACCEPTENCE Wi
wit & ferg stefy Kcﬂ%
e vl Dr. Poonam Sharma ) o Ranveer Singh Gandhu

5w ® wie Ty Administrator

OLf-011 -2 03 DMG-100712 B ofRo CRRA BB pct fuhorah
am Qﬂ T m’m

ignatory

T T OTH W A 8 e 1

(Name of Dr, & Regn. No, with Stamp]
FOR INTERNAL USE of KOSHIKA FOUNDATION  suafis Twaim

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=il Ew | T R 2

7 B

A S




i

ZE Ui saeemn Ay o (s

Achirerni
WED: Madthu, villagis hales
| Wabisrn M Saharwnjn

mnmn-!ﬂlﬂ e - pATARE
6518 0296 6389
v —a




